1
The UK leads the world in its development of the primary care role. In the USA, specialism rules and the situation is not so clear
The answer depends on other considerations, particularly the organization and financing of health systems and the historical primary care orientation (or lack of it) in health policy. Dr Pereira Gray writes primarily from the viewpoint of the UK, a country that leads the world in its development of the primary care role. In the USA, specialism rules and the situation is not so clear.
In the UK, specialists work in hospitals (at least for those in the majority public sector). In the USA, most specialty care is provided by community-based physicians who usually have admitting privileges in the hospital but work primarily in private offices. The assertions about specialty care that Professor Pereira Gray provides seem to deal with hospitalisations; the extent to which hospital outpatient specialty consultations are included in his thinking is unclear.
In the USA, most specialty care is provided by community-based physicians who usually have admitting privileges in the hospital but work primarily in private offices In the palliative category, rates of hospitalization have risen for osteoarthritis, but fallen for intervertebral disc problems and fractures -probably a result of better consultative and interventionist care by specialists in outpatient settings. Thus, the US data provide, at best, mixed support for the hypothesis, but remember that these are data from a specialist-oriented health system.
2,3
Primary care both reduces unnecessary visits to specialists and increases the likelihood of appropriate ones and, hence, is part of the benefits attributed to specialty care
That primary care physicians assume responsibility for most of the care for people with conditions that are not rare (at least for the nonelderly) cannot be denied, even in the USA. Even for those with extensive co-morbidity, people make more visits to primary care physicians than to specialists, both for the condition itself and for co-morbid conditions. 4 Consistent with the personfocused nature of primary care practice, the number of visits for co-morbid conditions exceeds the number of visits for the condition itself (even for the common chronic conditions that occupy so much attention in health policy deliberations). The same, however, is not the case for the elderly, for which preliminary analyses indicate a relatively high frequency of visits to specialists except for people with little co-morbidity. This may be a result simply of the greater degree of co-morbidity in the elderly, even within morbidity categories (B Starfield et al., in preparation). John Bunker and colleagues 5 have estimated that about half the increase in life expectancy over the most recent half-century is a result of health services; they estimate that about a third of this is a result of primary care interventions. Considering that the role of primary care in the 20th century must have included palliation of symptoms, which would not be reflected in mortality statistics, this estimate of the benefits of primary care is surely too small, especially because primary care both reduces unnecessary visits to specialists and increases the likelihood of appropriate ones and, hence, is part of the benefits attributed to specialty care. What is becoming increasingly clear is that new relationships between primary care physicians and specialists are in order. Studies in the USA, which have included family physicians and paediatricians (who often serve as primary care physicians to children), show that co-ordination between primary care physicians and specialists is poor. Less than half of family physicians knew whether a referral to the specialist actually resulted in a visit; of those where it did, four of five referrals resulted in a feedback letter, but this was the case for only 55% of pediatricians 6 . Outcomes of the referrals were clearly better when there was communication; satisfaction with the referral, perceived benefit to management and perceived educational benefit were best when there was both a letter and a telephone communication, less than whether there was either one and least when there was neither.
Expectations for the referral indicated the imperative for more shared care between primary care physicians and specialists. About half of all referrals were for time-limited consultation for either advice or, more commonly, for definitive tests or procedures, with no long-term transfer of responsibility. Between one in seven and one in four referrals (in family practice and paediatrics, respectively) had an expectation for transferred management, presumably for the care of conditions that occur too uncommonly in primary care practice for the practitioner to maintain competence even with consultation. For about one-third, however, there was a clear preference for shared management over time. Although these percentages vary among different types of specialists, the findings pertain to the vast majority of types of specialists to which there was a referral. 7 The difference between the two countries in expectations of specialists is suggested by differences in referral frequencies responsibility for health services may be increasingly shared between primary care and specialty care; the roles might be blended rather than reversed
This preference for shared management is evidence of the interest in person-focused care on the part of primary care physicians. However, in the USA, and possibly in the UK, there is an absence of clarity in use of the term 'continuity of care'. A recent US study demonstrated a considerable increase between 1997 and 2001 in the perception of specialists that they provide 'continuing relationships' for their patients. 8 Whether this continuity of care is person-focused (often termed 'longitudinality' -a primary care characteristic) or disease-focused was not considered. Failure to make this distinction blurs the distinction between primary care and specialty care, and is a critical deterrent to rational planning and organization of health services delivery. The difference between the two countries in expectations of specialists is suggested by differences in referral frequencies in the two countries; in the USA, case-mixadjusted frequencies of referrals (percentage of people referred in a year) is two and a half times that in the UKabout 35% versus 14%. 9 Studies of the nature of, and expectation for, referrals in the UK would be very enlightening, particularly in view of the relative clarity in the distinction between primary care and specialty care in this country. Thus, it seems likely that responsibility for health services may be increasingly shared between primary care and specialty care; the roles might be blended rather than reversed. As noted above, we now are quite clear on the role of primary care; there seems to be widespread acceptance of its unique characteristics (first contact care in the case of new or newly recurring illnesses, longitudinality, comprehensiveness of services for all conditions except those too rare to maintain competence and coordination). The same cannot be said about specialty care. If we are truly to understand the relative roles of primary care physicians and specialists, and how they might increasingly share responsibility for people and populations, we shall first have to clearly understand what specialty care is.
